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DIET, NUTRITION AND PEPTIC ULCER 


By ALFRED H. LAWTON, M_.D., Ph.D.* 


Introduction 


One cannot approach the problem of peptic ulcer without becoming 
acutely aware that there have been no final solutions and few definitive re- 
search results for this problem. The continuous controversies that confront 
one indicate the magnitude of the unsolved problem. There are several major 
scientific areas of flux not the least of which is concerned with the etiology 
of peptic ulcer. Also, the basic controversy still rages as to whether medical 
management or surgical procedure is better for the patient with a peptic 
ulcer. The internists are not in agreement on the role of the so-called ant- 
acids nor on the place of the anti-cholinergic drugs in their therapeutic arma- 
mentarium. Similarly, the surgeons have not agreed on the place of vagotomy 
among their various possible surgical procedures. Both groups still debate 
whether all gastric ulcers, in contrast to duodenal ulcers, are potentially 
malignant. All of these problems still need much study, research, and careful 
clinical observation. 


Peptic Ulcer — A Medical and Surgical Problem 


There is no doubt that peptic ulcer is an important medical problem. 
It ranks at least tenth as a cause of death from chronic diseases in the United 
States and causes at least 375,000 individuals monthly to consult their phy- 
sicians (1). This consideration alone is sufficient to indicate why no rule 
can be fixedly applied to ulcer therapy, for choice of treatment depends both 
upon the individual case findings and upon the ability and physical resources 
of the physician treating the patient. 

That there is a trend to the more conservative management for the patient 
with an uncomplicated peptic ulcer is indicated by the drop from 40% to 
15% of the patients with duodenal ulcer who were operated upon as a part 
of their treatment in just twenty years (2). Currently, the treatment advo- 
cated for duodenal ulcer is medical, with surgery being reserved for thera- 
peutic failures and complicated cases (3). Although the treatment for duo- 
denal and gastric ulcer can be identical inasmuch as both respond well to 
rest in bed, emotional calm, regular meals and drugs to “neutralize” gastric 
acidity, the potential (up to 20%) incidence of carcinoma in gastric ulcers 
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constantly confronts the physician. For this reason the incidence of surgery 
for gastric ulcer is approximately four times that for duodenal ulcer. In 
spite of this, internists and surgeons alike favor a month or more of con- 
tinuous medical treatment for the patient with gastric ulcer, as well as the 
one with duodenal ulcer, provided constant vigilance is maintained by a 
regular follow-up program of radiologic and other studies (4, 5). As a re- 
sult much unnecessary surgery is being avoided and many persons still possess 
an unaltered gastrointestinal tract. The importance of the medical manage- 
ment for peptic ulcer is soundly established. 


Importance of Nutrition in Peptic Ulcer 


The new and exciting findings relative to the etiology of peptic ulcer 
indicate that diet and nutrition in their broadest sense are becoming increas- 
ingly important to the further understanding and prevention of ulcers. More 
and more, hormones, enzymes, trace metals, vitamins, and the psyche are 
being related to the causation of peptic ulcer. In spite of this, the more 
commonplace definition of diet and of nutrition will suffice for an adequate 
consideration of the present-day peptic ulcer problem. 


The Factor of Stress 


Nothing definitive can be said as to the role of diet and nutrition in the 
prophylaxis of peptic ulcer. However, one cannot realize the role of the 
cephalic phase of the secretion of gastric juice (6) without postulating that 
the future understanding of stress and its physiological results will allow 
for the limitation of the incidence of peptic ulcer by the judicious use of 
bland diets and dietary supplements during periods of physical and/or emo- 
tional stress. Alvarez, in his little handbook for patients (7), recommends 
that if the person with an arrested ulcer cannot avoid stress such as over- 
work, strain, or an emotional storm they should immediately start taking 
food and alkali every hour during this period. Good practice for the pre- 
vention of a recurrence may well be a good general prophylactic device. 
Already Schanke (8) dares to conclude from his studies that gastric ulcer 
is probably the result of chemicomechanical factors and that duodenal ulcer 
is largely the result of neuropsychic factors. The next advances may lead 
to the elucidation of the basic prophylactic principles. 

While the proper diagnosis of a peptic ulcer is mandatory to proper 
treatment and although it is possible in more than 90% of the patients 
presenting themselves it should never be made lightly for “it places on the 
patient the burden of a fairly exacting dietary and medical regimen and 
may require far-reaching reorganization of his life’ (9). 
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Reduction of Acidity in Peptic Ulcer 


Research in ulcer treatment, since the introduction of the “Sippy Diet,” 
has been directed towards the neutralization of acid, the reduction of gastric 
secretion, and the elimination of emotional tension. Many powders, gels, 
resins, mucins, metals, salts, etc., have been employed at various times for 
the reduction of acidity or spasm. A recent study indicates that most of these 
may at times find a place in the therapeutic regimen depending largely on 
the individual patient’s tolerance to the various substances (10). This em- 
phasizes that the clinician should not fit the patient to his ideas but rather 
that the treatment, including diet, medication, rest, and environmental 
changes, should be individualized. 


Pharmacological Approach to Ulcer Management 


In 1951 it was reported that the greatest change in ulcer management 
was in the field of pharmacology, for most physicians were using methan- 
theline (Banthine) as a “chemical vagotomy” to supplement diet, antacid 
therapy, and a general rest program (11). By 1953, Kirsner and Palmer 
(12) were to report that the search for drugs to inhibit gastric secretion 
had been largely unsuccessful and that none of the drugs presently available 
consistently produced dan acidity without serious side effects. The present 
position is well summarized by Ruffin et a/ (13) in their study of the anti- 
cholinergic drugs when they state that although these agents have not be- 
come the sole treatment for ulcer they are useful as adjuncts to the conven- 
tional management of ulcer, particularly to relieve spasm and pain. Still, the 
need for surgery on occasion has not been obviated and the need for the 
careful general medical management of the patient with peptic ulcer has 
been reemphasized. 


Principles of Dietary Management of Peptic Ulcer 


Since the days of Sippy, dietary management has been paramount and 
characteristic of the therapeutic regimens for peptic ulcer. Although innum- 
erable “cures” are always current for ulcer therapy — ranging from sauer- 
kraut juice to cocoanut milk — the important thing in the use of diets is 
not so much what is given but rather how it is prepared and how frequently 
it is served. Most physicians follow the principle of giving at frequent inter- 
vals a soft, bland, and nutritious diet devoid of chemical, mechanical, and 
thermal irritants. Other auxiliary measures range from pharmaceutical agents 
through surgery, as has been indicated. 

The present modified “Sippy Diet” consists of hourly feedings of 90 cc. 
(3 oz.) of milk or equal parts of milk and cream from 7 a.m. to 9 p.m. or 
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later. A glass of milk should be on the night stand as well for the patient 
to drink if pain awakens him. Cream and egg yolk are both beneficial addi- 
tives to the milk for their fats tend to depress the secretion of hydrochloric 
acid, as well as adding calories to the usually undernourished patient. How- 
ever, if the patient is obese the extra fats should be omitted. Also, if the 
fats produce nausea they should be eliminated and whole or even skimmed 
milk administered. Currently, bland foods, including soups, strained cereals 
and vegetables, gelatin, custard, toast and jelly, and even pureed meats may 
be given from the start of the treatment. Even with the acutely ill patients 
one of the above is soon substituted for one of the milk feedings, usually 
within two days. Every second day a further substitution is made from the 
recommended diet list until six small feedings are being eaten at two hour 
intervals with milk being taken on the alternate hours. Gradually, pureed 
vegetables, eggs, chicken, and finally, after three weeks, ground meat are 
added to the diet. The milk or milk and cream mixtures are gradually elim- 
inated until the patient is taking just the six small feedings per day. It is 
important to emphasize that these feedings be small as well as frequent 
so as to never overload the stomach. Likewise, the ulcer diet must avoid 
foods with much indigestible roughage which might mechanically scratch 
the floor of the ulcer and it should not contain condiments, spices, coffee, 
alcohol, etc., which are known stimulants to the formation of acid gastric 
juice. Cold foods should be omitted as they stimulate gastric peristalsis. 


It is interesting and perhaps significant that ulcer patients usually crave 


milk, eggs, and similar foods and that these same foods neutralize acid and 
provide nearly adequate nourishment with the least irritation to the gastro- 


intestinal mucosa (14, 15, 16, 17). Those nearly adequate foods may, how- 
ever, leave the patient deficient, particularly in the water-soluble vitamins 
B and C. The strict Sippy regime has been implicated in some incidents of 
malnutrition not only because of limited intake but also because the perma- 
nently elevated pH of the stomach promotes destruction of the B vitamins 
(18). Proper vitamin supplements must be given along with the prescribed 
diet. 


The patient must be impressed that long continued strict dieting is not 
in his best interest but that following the recommended diet as it is increased 
so as to be both ample and varied is the proper way for him to be comfortable 
and to maintain his weight and strength. Too often the patient voluntarily 
overly limits his food intake, or the dietary fats either produce nausea or are 
malabsorbed due to inadequate mixing with the gastric juices and bile. Any 
one of these mechanisms can make malnutrition a complicating concomitant 
of the peptic ulcer (19, 20, 21, 22). 
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Various dietary supplements have, from time to time, been utilized in 
an effort to prevent these significant losses of calories. One of the most 
controversial supplements recommended is protein hydrolysate. Co Tui and 
his co-workers (23) reported dramatic improvement of the ulcers in a low 
income group of patients, who had been surviving on poor diets, when they 
were given 300-400 g/day of a protein hydrolysate plus an equal amount 
of carbohydrate. Since that time other studies (24, 25, 26) indicate that 
protein hydrolysates have little place in general therapeutic nutrition, almost 
no value in the treatment of peptic ulcers, and were inferior to whole or 
skimmed milk as antacids. 


Current Trends in Dietary Mana gement 


Currently, the efforts to increase the patient’s caloric intake and to offset 
the fat loss largely consist of fortifying or supplementing the milk and cream 
mixture by adding powdered milk, chocolate, sugar, eggs, etc. Doubling the 
patient’s fat intake often linearly doubles the amount absorbed. Care must 
be taken that this enriched milk is given in multiple small portions so as to 
avoid the production of nausea. Although the present day policy of the early 
institution of a varied diet largely obviates the need for such supplements 
they are still useful in the treatment of the already poorly nourished patient 
or for preparing the “‘poor risk” patient for any surgery that may be recom- 
mended. 

Unfortunately there are those who suffer from both peptic ulcer and a 
milk allergy. The use of gruels and graham crackers instead of milk for the 
hourly feeding is the usual procedure. There is a recent favorable report 
(27) of a soybean product used in such milk-allergic patients. It has a similar 
acid-buffering ability to that of milk and remains as a finely divided curd 
when mixed with the gastric juices. This product in fact has been used 
regularly for a period of many years, as a substitute for milk in the diets 
of allergic infants and children. However, since this product does not pro- 
vide vitamins A and D, as does milk, another source of these nutrients 
should be included in the diet. 

Three groups of investigators (28, 29, 30) have called attention to the 
fact that the excessive intake of milk or calcium together with alkali, such 
as may happen during the long-continued treatment of patients with chronic 
peptic ulcer, may produce a metabolic disturbance in which metastatic cal- 
cifications and renal failure occur without hypercalcuria or hyperphospha- 
temia. No case of this syndrome has been reported as a result of the excessive 
consumption of milk (calcium) or of excessive alkali independently. Re- 
mission may occur when the abnormal intakes are stopped. 
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later. A glass of milk should be on the night stand as well for the patient 
to drink if pain awakens him. Cream and egg yolk are both beneficial addi- 
tives to the milk for their fats tend to depress the secretion of hydrochloric 
acid, as well as adding calories to the usually undernourished patient. How- 
ever, if the patient is obese the extra fats should be omitted. Also, if the 
fats produce nausea they should be eliminated and whole or even skimmed 
milk administered. Currently, bland foods, including soups, strained cereals 
and vegetables, gelatin, custard, toast and jelly, and even pureed meats may 
be given from the start of the treatment. Even with the acutely ill patients 
one of the above is soon substituted for one of the milk feedings, usually 
within two days. Every second day a further substitution is made from the 
recommended diet list until six small feedings are being eaten at two hour 
intervals with milk being taken on the alternate hours. Gradually, pureed 
vegetables, eggs, chicken, and finally, after three weeks, ground meat are 
added to the diet. The milk or milk and cream mixtures are gradually elim- 
inated until the patient is taking just the six small feedings per day. It is 
important to emphasize that these feedings be small as well as frequent 
so as to never overload the stomach. Likewise, the ulcer diet must avoid 
foods with much indigestible roughage which might mechanically scratch 
the floor of the ulcer and it should not contain condiments, spices, coffee, 
alcohol, etc., which are known stimulants to the formation of acid gastric 
juice. Cold foods should be omitted as they stimulate gastric peristalsis. 


It is interesting and perhaps significant that ulcer patients usually crave 
milk, eggs, and similar foods and that these same foods neutralize acid and 
provide nearly adequate nourishment with the least irritation to the gastro- 


intestinal mucosa (14, 15, 16, 17). Those nearly adequate foods may, how- 
ever, leave the patient deficient, particularly in the water-soluble vitamins 
B and C. The strict Sippy regime has been implicated in some incidents of 
malnutrition not only because of limited intake but also because the perma- 
nently elevated pH of the stomach promotes destruction of the B vitamins 
(18). Proper vitamin supplements must be given along with the prescribed 
diet. 

The patient must be impressed that long continued strict dieting is not 
in his best interest but that following the recommended diet as it is increased 
so as to be both ample and varied is the proper way for him to be comfortable 
and to maintain his weight and strength. Too often the patient voluntarily 
overly limits his food intake, or the dietary fats either produce nausea or are 
malabsorbed due to inadequate mixing with the gastric juices and bile. Any 
one of these mechanisms can make malnutrition a complicating concomitant 
of the peptic ulcer (19, 20, 21, 22). 
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Various dietary supplements have, from time to time, been utilized in 
an effort to prevent these significant losses of calories. One of the most 
controversial supplements recommended is protein hydrolysate. Co Tui and 
his co-workers (23) reported dramatic improvement of the ulcers in a low 
income group of patients, who had been surviving on poor diets, when they 
were given 300-400 g/day of a protein hydrolysate plus an equal amount 
of carbohydrate. Since that time other studies (24, 25, 26) indicate that 
protein hydrolysates have little place in general therapeutic nutrition, almost 
no value in the treatment of peptic ulcers, and were inferior to whole or 
skimmed milk as antacids. 


Current Trends in Dietary Management 


Currently, the efforts to increase the patient’s caloric intake and to offset 
the fat loss largely consist of fortifying or supplementing the milk and cream 
mixture by adding powdered milk, chocolate, sugar, eggs, etc. Doubling the 
patient’s fat intake often linearly doubles the amount absorbed. Care must 
be taken that this enriched milk is given in multiple small portions so as to 
avoid the production of nausea. Although the present day policy of the early 
institution of a varied diet largely obviates the need for such supplements 
they are still useful in the treatment of the already poorly nourished patient 
or for preparing the “‘poor risk” patient for any surgery that may be recom- 
mended. 

Unfortunately there are those who suffer from both peptic ulcer and a 
milk allergy. The use of gruels and graham crackers instead of milk for the 
hourly feeding is the usual procedure. There is a recent favorable report 
(27) of a soybean product used in such milk-allergic patients. It has a similar 
acid-buffering ability to that of milk and remains as a finely divided curd 
when mixed with the gastric juices. This product in fact has been used 
regularly for a period of many years, as a substitute for milk in the diets 
of allergic infants and children. However, since this product does not pro- 
vide vitamins A and D, as does milk, another source of these nutrients 
should be included in the diet. 

Three groups of investigators (28, 29, 30) have called attention to the 
fact that the excessive intake of milk or calcium together with alkali, such 
as may happen during the long-continued treatment of patients with chronic 
peptic ulcer, may produce a metabolic disturbance in which metastatic cal- 
cifications and renal failure occur without hypercalcuria or hyperphospha- 
temia. No case of this syndrome has been reported as a result of the excessive 
consumption of milk (calcium) or of excessive alkali independently. Re- 
mission may occur when the abnormal intakes are stopped. 
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The complications of peptic ulcer are treated medically more and more 
frequently. Both perforation and obstruction may be relieved by the use of 
constant gastric suction plus the proper intravenous fluids. Following either 
such a period of conservative management of following the essential surgery 
the treatment becomes similar to that for acute peptic ulcer. The dietary 
management is similar to that which has been outlined above. Hemorrhage 
is treated by the Meulengracht method (31) of prompt, frequent small 
feedings. This technique is based on the thesis that the gastric acid accumv- 
lation needs immediate neutralization and that the patient needs nourish- 
ment. A significant reduction in the mortality figures from this complication 
during recent years attests to the soundness of this management. 


Dietary Management After Peptic Ulcer Surgery 


Proper dietary regulation following surgical procedures for peptic ulcer 
or its complications can do much to hasten the patient’s recovery and to pre- 
vent further complications or recurrences. The usual procedure is for the 
stomach to be kept constantly empty for the first five post-operative days 
by the use of an in-dwelling gastric tube. During this period the patient is 
supported by the intravenous administration of blood and other fluids. After 
gastrointestinal anastomotic procedures sips of water or tea are next given. 
Gradually more nutritious feedings are instituted until enriched milk, other 
liquids, and soft bland solids are being offered to the patient every two hours 
just as is done during the medical management of acute peptic ulcer. This 
diet may safely be followed for two weeks or more without danger of the 
patient developing deficiencies unless he has high fever, infection, or open 
wounds. Gradually the six meal per day bland diet is assumed. Post-opera- 
tively these meals should be high in proteins (17%) and calories (2700- 
3500) with supplementary nourishing drinks between feedings (32). 

The post-vagotomy dietary treatment is similar. Wilkins et al (33) ad- 
vocate the use of the in-dwelling gastric tube for five days, then two days 
of frequently given clear bland liquids, next two weeks of frequent small 
feedings of a soft bland diet, and finally, the gradual return to a full bland 
diet. 

Onset of post-surgical complications such as cardiospasm, gastric reten- 


tion, diarrhea, and the “dumping-syndrome” should lead to a regression of - 


the patient’s diet to small frequent feedings of bland liquids or at least of 
bland solids depending upon the severity of the complication. Liquids should 
always be restricted to small amounts at frequent intervals on such occasions, 
for it is believed (34) that many of the symptoms developing soon after the 
ingestion of a meal or after a large drink are the result of the weight of the 
contents pulling upon the gastric remnant. 
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Post-operative diartheas are further benefited if the sugar and salt con- 
tent of the diet are reduced simultaneously to the return to small frequent 
feedings of the blarid diet. Similarly, the “dumping-syndrome” and the “‘hy- 
poglycemic-syndrome” respond well if the bland frequently fed meals are 
high in protein and fat and limited in carbohydrate content. 

There is need for supplementary amounts of ascorbic acid and of all 
the B-complex factors daily post-operatively as well as during medical treat- 
ment of the ulcer sufferer. Similarly, oral iron supplements are useful to 
prevent the onset of iron-deficiency anemias. Vitamin Bye and folic acid are 
particularly useful in combating the onset of megaloblastic anemia (35). 


| The Patient “As a W hole” in Peptic Ulcer 


The problem of the prevention of a recurrence of peptic ulcer has been 
magnificiently summarized by Eusterman and Balfour (36). They stress the 
totalitarian approach to the patient and his ulcer pointing out that there 
are psychosomatic and environmental aspects to this problem as well as 
habits, diet, and modes of eating. The patient must understand how these 
factors relate to his well-being and what measures he must take to keep 
himself well. They continue, “The institution of a protective.regimen during 
periods of stress is an essential precaution. Continued cooperation with 
respect to diet, medication, and hygiene is usually achieved only by 
fully acquainting the patient with the nature of his disease and with 
the rationale underlying his treatment. There is much justification in the 
old adage: ‘Once an ulcer patient, always an ulcer patient.’ The tendency for 
the patient to throw off all restraint after he has experienced comfort for 
several weeks or longer must be zealously guarded against; otherwise re- 
currence is in the offing.” 
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